Rich et al 1 report that non-small cell lung cancer patients first seen in a hospital which has on-site thoracic surgical services are more likely to have surgical treatment of their tumour. However, it is not clear what aspects of 'being a surgical centre' are crucial to increasing resection rates. Numerous reports have documented a volumeeoutcome relationship for complex surgical and medical care and one hypothesis to explain this relationship is higher case load since surgical units tend to be located in large hospitals serving large populations.
To assess this, we analysed all 129 052 cases submitted to the NLCA (England only) between 2006 and 2010 inclusive, based on the 'place first seen' as a surrogate marker of the decision-making multidisciplinary team (MDT). After excluding cases with 'negative survival', no recorded place first seen and trusts with <100 cases over the 5-year time span, we divided the MDTs into quintiles based on the number of cases managed by each MDT (quintile 1 the smallest through to quintile 5 the largest). We used logistic regression to calculate the odds ratio (OR) for receipt of surgery, and also calculated survival by the Kaplan-Meier method.
In a multivariate model (adjusted for age, sex, performance status and stage, but not comorbidity), the ORs and CIs for surgical treatment across the quintiles were 1.0, 
